B9/29/2810 10:89 39312433169 CLAY COUNTY MANOR PAGE 83/29

PRINTED: 08/20/201
DEPARTMENT OF HEALTH AND HUMAN SERVICES ngﬁk 10 0 FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES q — /%O// OMB NO. 0938-0301
STATEMENT OF LEFICIENGIES {X1) FROVIDERISUPPLIER/CLIA (X2) MULTIFLE GONSTHU&TION {X3) DATE SURVEY
AND PLAN QF CORRECTION IBENTIFIMCATION NUMBER. COMPLETED
A. BUILDING
445445 8. WING 09/15/2010
NAME OF PROVIDER GR SUPPLIER STREET ADDRESS, CITY, STATE, 2iP GODE
120 PITCOCK LANE
CLAY COUNTY MANOR INC
CELINA, TN 38551
xnio | BUMMARY STATEMENT OF DEFICIENCIES i R PROVIDER'S PLAN OF CORRECTION I ixs
PREFIX | {EACH DEFICIENCY MUST BE FREGEDED BY FULL | PREFIX ! [EACH CORREGTIVE ACTION SHOULD BE : COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) ! TAG i CROSS-REFERENCED TO THE APPROPRIATE DATE
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1 [] |
F 241, 483.15(a) DIGNITY AND RESPECT OF E 241 This Plan of Correction is submitted as
8s=0 INDIVIDUALITY raquired under State and Federal faw.

The facility's submission of the Plan of |
- The facility must promote care for residents in 2 Correction does pot constitute an [
manner and in an environment that maintains or ‘

" enhancas each resident's dignity and respect in

' admission on the part of the facility
that the findings cited are accurate, thaf

! full recognition of his or her individuality, the findings constituie a deficiency, ar that |
i the scope and severity determination is ¢
!  correct. Because the facility makesno !
j This REQUIREMENT is not met as evidenced j such admissions, the statements made in -~
: by . ! the Plan of Correction cannot be used
: Based on observation and interview, the facility ' against the facility in any subsequent i
 failed to ensure the  dignity was maintained for administrative or civii proceeding, i
| three residents (#7, #17, and £ 18) of eighteen |
| residents reviewed. * Completion
Date
~ The findings included: F241 9/25/2010
| Obsarvation of the dining room on September 14, 1. Lunch trays were provided to
$ 2010, at 11: 40 a.m., revealed resident # 7 and Residents #7 and #17 by the Director
resident #17 seated at the same table, Continued ine and Dietary Manager on
observation revealed all other residents in the of Nursing ny £

dining area had receivad tha lunch {rays at 11:50 Sept. 14, 2010 At 12:O$ pIn. :
a.m., and were eating. Further observation i !

revealed resident #7 and #17 did not receive a The Director of Nursing immediately
tray until 12:05 p.m. closed the blinds during the
N . , administration of the medications for
: Interview with the Direstor of Nursing on . :
| September 15, 2010, at 4:00 p,m., in the Res #18 so that the resident did have

! Administrator's office, confirmed the residents : privacy for the remaind.er of the
| had a delay in receiving their lunch trays. medication administration process.
|

Pl

| . .
Observation of a medication administration on

1 September 13, 2010, at 3:30 p.m., revealed LPN The licensed practical nurse was

" #2 (Licensed Practical Nurse) administering immediately inserviced by the

- medication to resident #18 through a PEG Director of Nursing on 9/13/10 on

: (percutaneous endoscopic gastrostomy) tube. providing privacy to residents during
Continued observation revealed LPN #2 gid not medication administrations.

: provide privacy for the resident prior o :
administering the medication. {

LABORATIRY DIRECTOR'S OR PROVIDERISUPFLIER REPRESENTATIVE'S SIGNATURE TITLE (X8} DATE
__@n&_@mu Musrisdonte, A2

¥
Any deficiency statement ending with an asterisk (*) denoles a deficlency which tha Institution may be exeusad from correcting providing it is de{ermined that
other safeguards provide sufficlant protection fo the patients. (See instructions.} Except far nursing homes, the findings stated above are disclosable 90 days
fohlowing the gate of survey whether or not 5 plan of correction is provided. For nursing homes, the above findings and plans of corraction are disclosgble 14
gays folipwing he date theee documents are made avaliable to the facility, If defisiencies are cited, an approved plan of correction is reguislie {o continyed
pregram participation,

FORM CMS-2567(02-98} Pravious Versions Obeolete Event 1ID: OJKET Faglity 2 TNT401 if continuation sheet Fage 1 of 14



@8/29/2016 1@:09 9312433189

CLAY COUNTY MANDR

PAGE B4/28
PRINTED: 08/2D/2010
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APRROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB ND, 0338-0391
STATEMENT OF DEFICIENCIES {%4) PROVIDER/SUPPLIERICLIA (%2) MULTIPLE CONSTRUGTION {X3) BATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER COMPLETED
4 BUILDING
B, WING
445445 09/15/2010
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%910 ! SUMMARY STATEMENT OF DEFIGIENGIES i} : PROVIDER'S PLAN OF CORRECTION i 8
PREFIX (EACH DEFICIENCY MUST 6§ PRECEDED BY FULL PREFIX ' {EACH CORRECTIVE ACTION SHOULD BE | COMPLETION
TAS REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE | DATE
f _ : DEFICIENGY) |
F 241 483.15(a) DIGNITY AND RESPECT OF L F 24

55=D. INDIVIDUALITY

- The facility must promofe care for residents in a
manner and in an environment that maintains or |
enhances each resident's dignity and respect'n |
full recognition of his or her individuality,

This REQUIREMENT Is not met as evidenced
by:
Based on observation and intarview, the facility
. falled to ensure the  dignity was maintained for
three residents (#7, #17, and # 1B) of eighteen
- residents reviewed.

|

i The findings included:

_‘ Observation of the dining reorm on Septernber 14,

2010, at 11: 40 a.m., revealed resident# 7 and

' Tesident #17 seated at the same table. Contipued

' observation revealed all other residents in the
dining arez had receivad the lunch trays at 11:50

‘a.m., and were eating. Further chservation

revealed resident #7 and #17 did not receive a

tray until 12:05 p.m.

¢ Interview with the Director of Nursing on

t September 15, 2010, 2t 4:00 p.m., in the

! Administrator's effice, confirmed the residents

| had a delay in receiving their funch trays.

!

l QObservaticn of a medication administration ar

' Septernber 13, 2010, at 3;30 p.m., revealed LPN
#2 (Licensed Practical Nurse) administering

! medication to resident #18 through a PEG

2. The meal services were observed
by the Administrator and Director of

- Nursing for six services after the
meal service atrangements were
altered to ensure that all residents
were served in a timely and

day were observed by the

: PEGQ tube for the facility.

was held on 9/23/10 by the

consistent manner. Threc meals per .

Administrator and/or Director of
Nuysing from 9/14/10 through
9/18/10. No other residents were
affected by the PEG tube medication
administration ptactices for the ;
facility. Resident #18 bas the only |

3, The detary departmentand
licensed nurses and Certified Nursmg
Assistants were inserviced on
9/15/10, 9/16/10, and 9/23/10 by the
Administrator and/ or the Director of
Nursing regarding the new meal.
service arrangements. An inservice

administeator with the dietary
department, housekeeping depax:tment
and the licensed nurses and certified
pursing assistants on maintaining

i i ignity.
. (percutaneous endoscopic gastrostomy) tube. resident dignity
| Continued cbservation revealed LPN #2 did not |
! provide privacy for tha resident prior to IF
i administering tha medication. !
| H
LASORATORY DIRECTOR'S OR PROVIDERIGURPLIER REPRESENTATIVE'S SIGNATURE TITLE {X5] DATE
(s Monizies Ao

[
Any deficiency statement ending with an asterisk {7} denctes a deficiency whih the Instliution may be sxeusad from correcting providing # is determina"d that
other safeguards provide sufficient protection Lo Lhe patients. (See instuctions,) Except for nursing homes, the findings stated ahove ate clsclog.able 90 doys
followlng the date of survey whether of not a pian of correction is provided. For nursing homes, the above findings and pians of gorraction ere disciosable 14
days fallawing the dale these dosuments are made available (o the faciity. If deficlenciss are cited, an epproved plan of correstion ia requisite to ¢ontinuad

program paiicipation.
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a0 SUMMARY STATEMENT OF DEFICIENCIES n : PROVIDER'S PLAN OF CORRECTION A}
PREFIY. {5ACH DEFISIENCY MUST BE PRECEDED BY FLULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG AEGULATORY OR 1.SC IDENTIFYING |INFORMATION] o TAG CROSS-REFERENCED T THE APPROPRIATE DATS
: : DEFICIENCY)

F 244 483.15(z) DIGNITY AND RESPECT OF F 241 The meal service arrangements were

qs5=p INDIVIDUALITY ; ‘altered on 9/16/10 by the Dietary
' Manag 551
The facility must promote care for residents in a iincl d,?cr tﬂ ;nsudr;thgt all rcs1dents. |
manner and in an environment that maintaing or |including # 7 and # 17 were served in
,a timely and cousistent manner,

' enhances each resident's dignity and respectin

full recognition of his or her individuality.
The Director of Nursing and/or the

| This REQUIREMENT is not met as evidenced Regioval Director of Clinical
Ly Services inserviced the Jicensed
, muses and Certified Nursing

' Based on observation and interview, the facllity
' failed fo ensure the dignity was maintained for
 three residents (#7, #17, and # 18) of eighteen
i residents reviewad.

A§si§tants on 9/13-14/2010 related to
Dignity, Respect, and Privacy issues,
Additional inservices were conducted

: The findings includad: by the Director of Nutsing on

1 : 8/15/10, 9/17/10, and 9/23110.

| Obsarvatiori of the dining room on September 14,

- 2010, at 11: 40 a.m., reveaied resident # 7 and 4, Meal Service atran :

' resident #17 seated al the same table. Continued monitored by the Adl',f.i?l.{] ents will be

 phservation revealed all other residents in the Director of Nors: 1strator or

' dining area had received the lunch trays at 11,50 Al three alméig for :lhl‘ee days on
eals. Une random setvice

i a,m., and were eating. Further observation
' revealed resident #7 and #17 did not receive &
| tray until 12:05 p.m.

per day will then be monitored by the

?Jetaly Manager five times per week

1 {r one we i

i Interview with the Director of Nursing on week for thc;k  months ors il 100%

 September 15, 2010, at 4:00 p.m., in the A
compliance is achieved to ensure that

| Adminisirator's office, confirmed the residents :
had a delay in receiving their lunch trays. al] residents are served in a timely
and consistent manner.

! Observation of a medication administration on
| September 13, 2010, &t 3:30 p.m., revealed LPN l
#2 (Licensed Practical Nurse} administering i
' medication to resident #18 through & PEG: !
 {percutaneous endoscopic gastrostomy) tube. ;
' Continuad observation revealed LPN #2 did nat \
| pravide privacy for the resident prior to i
: administering the medication. |

TITLE {78} DATE

LABORATORY.DIRECTOR'S OR PROVIDERISUPPLIER BEPRESENTATIVE'S SIGNATURE
P isthedoon, Ci'!m! (o
may be excused from orracting providing it is detlermined that

Any deﬁcienc‘:( staiement ending with 2n asterisk (*) denoles a geficiancy which the instfiution
other ssfeguards provide sufficiant protestlon to the palients. (See instruclions.f Exezpl for nursing homas, the findings stated above are disclosable 80 days
tollowing the date of survey whether af not @ plan of corralion Is provided. Fart nursing hemes, the above findings and plans of corestien are disglasable 14

days foliewing the date these documents are mode available to the faclity. if geficiancies ara cited, an approved plan of carsection is requislie to continued
program participation.
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{4y 1D SUMMARY STATEMENT OF DEFIGIENCIES i |s] : PROVIDER'S FLAN OF CORRECTION ! [%g
PREFIX (EACH DEFICIENCY MUSYT BE PRECEDED £Y FULL " PREFX (EACH CORRECTIVE ACTION SHOULD BE : GOMPLETION
TAG REGULATORY OR LSC IDENTIFYING tINFQRMATION) TAG ' CROSSREFERENCER TD THE APFROPRIATE ' OATE
. : DEFISIENSY)
F 247 4B3.15{a) DIGNITY AND RESPECT OF . F 241 The Director of Nursing will monitor l

3s=0 INDIVIDUALITY i - onc random medication i
; | admini i i :
The facility must promate care for residents in a 2 stration on cach shift five

. manner and in an environment that maintains or | times: per week for one week and then
‘ amhances each resident's dignity and respectin i two times per week for three months

full recognition of his or har individuality. : to ensure privacy for the residents
pror to administering medications..
All results of the above will be

This REQUIREMENT is not met as evidenced
reported monthly to the Quality

' by

- Based on observation and interview, the acilty Assurance committes comprised of

 fajled to ensure the  dignity was maintained fo- | the Medical Director, Administrator
thrae residents (#7, #17, and # 18) of eighteen | Direstor of Nursing, Staffing ’
: residents reviewsd, Coordi o

| rdinator, Mitumumn Data Set

. The findings included: ; Coordinator, Social Services, |

1 ob o of the din Sentomb -14 | Activities Director, Dietary Manager,

t Observation of the dining room on September 14, and Ho 3 :

] 2010, at 11; 40 a.m., revealed resideni # 7 and usekeeping Supervisor.

| resident #17 seated at the same table. Continued
cbhservation revealed all other residents in the

| dining area had received the lunch trays at 11:50

% a.m., and were eating. Further observation

| revealed resident #7 and #17 did not receive 2

{ray until 12:05 p.m,

! Interview with the Director of Nursing on

| September 15, 2010, at 4:00 p.m,, in the

] Administrator's office, confirmed the residents
" had a delay in receiving their lunch trays.

|

! Observation of a8 medicafion administration on

1 Septembear 13, 2010, at 3:30 p.m., revealed LPN |

- #2 {Licensed Practical Nurse) administering

' medication to resident #18 through a PEG

| {percutaneous endoscopic gastrostomy) tube,

‘ Continued chservation revealed LPN #2 did not
provide privacy for the resident prior to

_administering the medication.

{X8) DATE

[ Powistader ] I

. [ L
Any dehciency slatement ending with an asterisk (7) denotes 2 geliciency which the insiitutian may be excused from correcting providing it i determined that
other safeguards provitie sufficient prolection fo the petients. (See instructions.) Excepl for nursing homes, the findings stated above are disclosable 80 days
following the date of survey whather or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
cays frliowing the date tnese doeuments are made available 1o 1he factiity. If deficiencles are ciled, an gpproved plen of correctian Is reguisite lo continuad

program participation.

LABORQTORC DIRECTOR'S OR PROVIDER/SUFFLIER REPRESENTATIVE'S BIGNATURS TITLE
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(ayn SUMMARY STATEMENT OF DEFIGIENGIES i I PROVIDER'S PLAN OF CORRECTION (x8)
PREFIX | (EAGH DEFICIENGY MUST BE PRECELED BY FULL *  PREFIX (EACH CORRECTIVE ACTION SHOULD BE - COMBLETION
TAG REGULATQRY QR LSC IDENTIFYING INFORMATION) L TAG | CROSS-REFERENCED TO THE APFROFRISTE @ DATE
f ! DEFICIENCY) !
F 241 Continved From page 1 . Fa241 !
. ! i
_Interview with the LPN #2 on September 13, i
" 2010, at 3:50 p.m., in the hallway, confirmed ! .
| privacy was not provided for the resident priorte ! |
' administering the medication. i
’ ‘ I Complotion
F 252 ; 483.15(h)(1) . Fasy F252 " omsons
58=¢ ' SAFE/CLEAN/COMFORTABLE/HOMELIKE ! oo
" ENVIRONMENT . ; 1. Rustremover was obtained |
and the brown areas were :

~The facility must provide a safe, clean, .
{ comfortable and homelike environment, aliowing removed by the Housekeeping
‘ the resident to use his or her personal belongings Supervisor on 9/14/10.

: to the extent possible. 2. An assessment of all flooring

| { ' areas was conducted by the
Housekeeping Supervisor on
9/14/10 to ensure that no other

: This REQUIREMENT s not met as evidensed

by
| Based on observation and interview the facility areas were affected.
 failed to engure a clean and sanitary environment. 3. The Housekeeping
o ' Department was inserviced on
, The findings inctuded: | 9/23/10 by the Administrator
Observation during the initial tour on September | regarding propet cleaning
13, 2010, at 9:40 a.m., of the shower room on the techniques to ensure a clean
- 300 hallway, revealed several areas of brown and sapitary environmernt.
' debris on the flaor. 4. All flooring areas will be
Interview with LPN #1 (Licensed Practical Nurse) menitored ‘I?y the .
at the time of observation confirmed the brown Housckeeping Supervisor
debris needed to be cieansd off the fioor, daily for five days. The
, _ flooring will then be
: Observation on the initial tour on September 13, monitored by the

2010, at 9:45 a.m., revealed in room #310 the

i i )
 bathroom floor iad severa! areas that were Housekeeping Supervisor tw
" brown stained. times per week for three

| months to ensure that all arcas
! Interview with the DON (Director of Nursing) on [

FORM CMS-2567(02-58] Previous Versions Obsoleie Event I0: DJKE11 Farility 10, TN1401 If continuation sheat Page Z of 14
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X4 ID SUMMARY STATEMENT OF DEFICIENCIES ; [o] : PRDVIDER'S PLAN OF CORRECTION i [Et2)
PREFIX (EACH DEFICIENGY MUST B PRECEDED 8Y FULL P OPREFIX | {EACH CORRECTIVE ACTION SHOULD BE | GOMPLETION
TAG REGULATCORY OR LSC IDENTIFYING INFORMATION) X TAG i CROSS-REFERENCED TO THE APPROPRIATE DATE
i ! l REFIZIENCY)
F 241 Confinued From page 1 F241'
: are properly cleaned and the
Interview with the LPN #2 on September 13, ' environment is sanitary ot
| 2010, at 3:50 p.m., in the hallway, confirmed ' until 100% compliance is
privacy was not provided for the resident prior to i . :
administering the medication. ' achieved. All results willbe i
| reported monthly to the
: | Quality Assurance committee
F 252 483.15(m)(1) F252; comprised of the Medical

SAFE/CLEAN/COMFORTABLE/HOMELIKE
ENVIRONMENT .

88=C

The facility must provide a safe, clean,
; comfortable and hamelike environment, allowing
_ the resident to use his or har persenal belongings
; to the extent possibie.

| This REQUIREMENT is not met as evidenced

L by
: Based on observation and interview the facility

failed to ensure a clean and sanitary environment.
The findings included:;

Observation during the initial tour on September
13, 2010, at 9:40 a.m., of the shower room on the
i 300 hallway, revezled several areas of brown

: U debris on the floor.

Interview with LPN #1 (Licensed Practical Nurse)

; at the time of observation confirmed the brown

E debris needed 1o be cleaned off the ficor.
Observation on the initial tour on Septernber 13,
2010, at 8:45 a.m,, revealed in room #310 the
bathroom floor had several areas that were

. brown stained.

Interview with the DON (Director of Nursing) on

Director, Administrator,
Director of Nursing, Staffing
Coordinator, Minimum Data
Set Coordinator, Social
Services, Activities Director,
Dietary Manager, and
Housekeeping Supervisor.

FORM CME-2567102-99) Pravious Versions Qbsolata Event [D:0JKEY
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AND PLAN OF CORRECTION IENTIFIGATION NUMBER COMPLETED
A ALHLDING
445445 B WNe 05/15/2010
NAME DF PROVIDER OF SUFPLIER STREET ADDRESS, CITY, STATE, ZIP GODE
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o) 10 SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION 15
PREFIX {EAGH DEFIGIENDY MUST BE PRECEDED BY FULL PREFIX {EACH CORRESTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY DR LSC IUENTIFYING INFORMATION) faG | CROSB.REFERENCED TO THE APPROPRIATE DATE
i DEFICIENGY} i
F 282 Continued From page 2 252 |
Septembar 15, 2010, at 8:00 a.m., ih the ! |
bathroom of room #310, confirmed the brown : ;
stains on the batiroom floor, i
Observation on Septermber 13, 2010, at Z10pm. :
of the whirlpool room an the 300 haliway reveared | ;
the floor had areas of brown debris stains. : j '
| Intarview with the DON on September 13, 2010, :
8t 2:30 p.m., in the whirlpool room, confirmed the F280 ‘
, fioor had areas of trown dehris,
i 1. The care plan for resident#2  Completion
' was immediately updated b Date
F 280 483.20(d)(3), 483.10(k){2) RIGHT TO F 280 the Mini wat%y ; ps " Y 00/25/2010
ss=D . PARTICIPATE PLANNING CARE-REVISE CP ¢ Minmum Lala 5&
i Coordinater to reflect the
| The resident has the right, unless adjudged i resident’s transfer needs on
" incompetent or otherwise found to be : 9/15/10.
: inca_p;ncitatgd under the laws of the Stafe, 0 ; 2. An audit of all resident care
. participate in planning cara and treatment or ' lans was ducted by the
changes in care and treatment. b con uf’ ¥
5 Director of Nursing,
| A comprehensive care plan must be developed Minimum Data Set
“within 7 days afier the com p%etion of the Coordinator, and the Staffing
 comprehensive assessment, prepared by an Coordinator on 9/15/10 to
interdisciplinary team, that includes the attending ass K bl
' physician, a registered nurse with respensibility assess 1or provlenl .
 for the resident, and other appropriate staff in }dentlﬁcatloq and appropriate
| disciplines as determined by the resident's needs, intervention identification.
‘ and, to the extent practicable, the participation of 3, The Minimum Data Set
e rsidnt e esident iy or e esdens || Coondinator was insevieed
b and revised by a team of qualified persons after about the care planning
' agch assessmert. | process by the Director of
{ Nursing on 9/15/10.
= 4. Completcd admission,
| quarterly, significant change
"This REQUIREMENT is not met as evidence and annual assessments will
FORM CMS-2557(02-93) Previous Versions Obsalele Event JD:OJKE'J Fatlity I TH1401 if continuation sheet Page 3 of 14 '
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; incapaciiated under the iaws of the State, to

: participate in planning care and treatment or

. changes in care and treatment,

b

I

| A comprehensive care plan must be developed

. within 7 days after the completion of the

' cornprehensive assessment; prepared by an !
interdisciplinary team, that includes the attending

" physician, a registered nurse with responsibility

- for the resident, and other appropriate staff in |

! disciplines as determined by the resident's neads,

'and, to the extent practicabie, the participation of

i the resident, the resident's family or the resident's

: legal representative; and periodically reviewed

and revised by & team of gualified persons after

each assessment.

!I
|
|

' This REQUIREMENT s not met as evidenced

BTATEMENT OF DEFIDIENCIZS {X1) PROMIDER/SUPPLIERICLIA (%2 MULTIALE CONSTRUCTION (%3] DATE SURVEY
AND FLAN OF CORRECTION IDENTIFICATION NUMBEHR COMPLETRED
A BUILDING
445445 . NG 09/15/2010
NAME QF PROVIDER OR SUPPLIER STREET ADBRESS, CITY, STATE, ZIP CODE
120 PITCOCK LANE
CLAY COUNTY MANDR [NC CELINA, TN 38551
{X4) 10 SUMMARY STATEMENT OF DEFICIENCIES 10 PROVIDER'S PLAN OF CORRECTION _ %67
FREFIX (EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX {E4CH CORRECTIVE ACTION BHOULD BE © COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
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F 252 Continued From page 2 " F 282 r
September 15, 2010, 21 B:00 a.m,, in the . . f
bathroom of room #310, canfirmed the brown : be reviewed by the Atrisk
stains on the bathraom floor. : committee weekly to ensure .
| : . that their care plans are '
Observation on September 13, 2010, at 210 p.m. 5 ddressin neeI:is of the i
of the whirlpool room on the 300 hallway revealed AA4OTesSIE needs ol L
the floor had areas of brown debris stains. resident appropriately. The At
j _' risk committee is comprised
Interview with the DON on September 13, 2010, ! i of the Administrator, Director
. :t 2:3h0 g.m., in trmfebwhiﬁpggtlarpom, confirmed the of Nursing, Staffing
. fivor had areas of brown debris. Coordinator, Miitnum Data
. ~ Set Coordinator, and
F 280, 483.20(d}(3), 483.10{k}{2) RIGHT TO roso] Medicare Nurse. 100 % of
$5=D | PARTICIPATE PLANNING CARE-REVISE CF corapieted quarterly,
" The resid ¢ has the right unless adiudaed significant change and annual
- The resident has the right, unless adjudge : :
" incompetent or otharwise found to be care plans Wil be revicwed

weekly for four weeks then 25

! completed care plans monthly

t for 3 months and/or 100%

compliance. All results will be

| reported to the Quality

! Assurance commuittee
comprised of the Medical
Director, Administrator,
Director of Nursing, Staffing
Coordinator, Minimum Data

- Set Coordinator, Social
Services, Activities Director,
Dietary Manager, and
Housekeeping Supervisor.
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F 280 Continued From page 3
by
Based on madical record review and interview the ;
faoifity failed to update a care plan for one (#2) of !
- eighteen residents reviewead.

: The findings included:

Resident #2 was admitted to the faciity on May
' 11, 2010, with diagnoses inciuding Congestive
Heart Failure, Diabetas, Aftercare for Fracture of
: . Leg, Difficulty in Walking, and Esophageal Reflux.
I
Medical resord review of the Minimum Data Set
. datad August 7, 2010, revealed the resitient had
! no deficit with memory, had maodified
' "independence for decision making, and required
! pxtengive assist with fwo parson assist for
Il transfers and ambulation.
f Review of the care plan updated August 10,
’I 2010, revealed the care plan did nct address the
i need for the resident ta require extensive
=! assistance for fransfers and ambulation.

" Intarview with the DON (Oirector of Nursing) on
September 15, 2010, at 1:15 p.m., in the DON's
; office, confirmed the care plan did not address
- | the resident's need for extensive assistance for
. transfers and ambuiation.

!
F 284 | 483.20(k)(3)(i) SERVIGES PROVIDED MEET
33:0 . PROFESSIONAL STANDARDS

The services provided or arranged by the facility

| " must meet professional standards of quality.

:This REQUIREMENT Is not met 25 avidenced

F 2801

F281:

F281
Completion
Date

1. The order was immediately 092252519
clarified with the attending
MD on 9/14/10 by the
Director of Nursing who
clarified that the appropriate
order was being administered
to resident #2. Resident # 9
was assessed on 9/14/10 by
the Director of Nursing and
noted to have no adverse
outcomes. Resident # 9 was
assessed by his physician on
9/25/10 who again confirmed
that the appropriate order was
being given. The LPN was
immediately inserviced on
9/14/10 by the Director of

| Nursing regarding policy and
procedure of processing
mental health
recommiendations.
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F 281 Continued From page 4 . F 281,

by | i 2. All residents recei.vin'g ,
Based on medical record review, observation, ! psychotropic medications
ant interview, the facility failed to follow a : were audited on 9/14/10 by :
physician's order for ons (#3) of 18 residents the Minimum Data Set

- reviewed. Coordinator to ensure that all

appropriate orders were being

! administered. :

' Medical record review revealed Resident #9 was : !
admitted to the facility in May 2008, with 3. The Social Services i

| The findings included:

diagnoses inciuding Parkinson's Disease, Department consisting of the
: Dementiz with Behavior Disturbance, Depression, Director aﬁd
' and Chronic Obstrustive Pulmonary Disease. ' . o
g v [ Marketing/ Admissions
Medical record review revaaled the consulting ' Director were inserviced on

' Nurse Practitioner (NP} for psychological services , the established system for

" documented the resident's status as "Acutely | expediting mental health

- Unstable" an August 3, 2010, and on the foliowmg‘

| visit on August §, 2010, stated, "Inadequate medication recommendations

response...staff reporls .still has episodes of jnto physician’s arders on
agitation.. " ! 9/14/10 by the Administrator.
I . - ‘ All licensed nurscs were
i Further review of the August 8, 2010, cansult visit inserviced on 9/15/10,

: revealed the NP recommended Seraquel 50mg at.

HS (bedtime) be increased fo BID (twice a day) | 9/17/10, 5/23/10, and 3/24/10

: and documented, "Antipsychotic medication by the Director of Nursing

! recommendations are to relieve patient distress regarding the policy and i
and decrease opporiunity for harm and to procedure of processing :

tincrease functional capacity.” Further review of mental health

the August 8, 201D, NP's consult note revealed 2
 space provlded for the physician to accept or nat
. accept the recommendations and a place for the ;

recommendations.

| | physician's signature if the recommendation was 4. Allresidents who are
! accepted. Medical record review revealed the receiving mental health ‘.
' physician had accepted and signed the August services were audited to
9th recommendation on August 15, 2010. ensure that appropriate MD

' Medica! record review of the resident's August | . orders are in place for all

, and September 2010, Medication Administration ; approved recommendations.

|
FORM CMS-2587{(7-09) Pravious Versians Obsalele Evenl 1D, OJRET Facility ID; THA 401 if continuation sheet Page 5 of 14
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F 281 Continued From page 5
Records revealed the increase of the Seroquel to |
twice a day had noi been initiated.

Interview with the registered nurse (RN} Staff !
Coordinator on September 14, 2010, verified the
facility's nursing staff had reviewed the :
physician's recommendation on August 24, 2010,
: but had net transeribad the doctar's order to the
| facitity's order system for the pharmacy and

! nursing staff to follow.

]
| Interview with the consulting NP for psych '
! services on September 14, 2010, at 3:30 p.m.,, in |
| the social services office, verified there was an

" ectablished system for expediting meadication

| recommendations into a physician's order for

!i residents with acute psychological probiems,

| [nterview with the RN/Staff Coordinator on

| September 14, 2010, at 3:50 p.m., in the social
services office, verified the expedited system was

1 not used for resident #9. Interview confirmed

i there was a fifteen day interval from the time the

| recommendation was made and when the

| nursing staff reviewed the order received back

. from the physician. interview confirmed the

! shysician's order was not followed.

I .

F 3155 483,25(d) NO CATHETER, PREVENT UTI,
SS:Di RESTORE BLADDER

| Based on the resident's comprehensive

| assessment, the facility must ensure that a

- resident who enters the facility without n

lindweling catheter is not catheterized unless the
resident's clinical condition demenstrates that

: catheterization was necessary; and a residert
!

Fifteen charts per month will
be audited for three months to
monitor compliance or until
100% compliaoce is achieved.
All verbal orders from
physicians will be audited
weekly for three months by
the Director of Nursing to -
monitor for timely approvals
and sigmatures. All results will
be reported monthly to the
Quality Assurance committee
comprised of the Medical
Director, Administrator,
Director of Nursing, Staffing
Coordinator, Minimum Data
Set Coordinator, Social
Services, Activities Director,
Dietary Manager, and
Housekeeping Supervisor.

“ Fog1!

F315

1. CNA#1 and CNA #2 were

I immediately inserviced on

F 315 9/14/10 regarding proper
pericare procedures by the
Regional Director of Clinical
Services. The Director of
Nursing assessed Resident # 7
after cach occurrence on
9/14/1Q and no adverse affects
| were noted,

FORM CM5-2567(02-89) Previous Versions Obsolele Evenl 1D OJKEN
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Completion
Date
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(X2] MULTIPLE CONSTRUCTICN
COMBLETED

funection as possible. !

This REQUIREMENT is not met as evidence
by:
Based on medical record review, observation,
and interview the facility failed to provide
_appropriate incontinence care for one resident
" (#7) of eighteen residents reviewed.

The finding included:

:E Resident #7 was admitted to the facilify on
September 18, 2007, with diagnoses inciuding

i Vascular Dementia, Alzheimer's Disease,

- Hypertensicn, Chronic Cbstructive Pulmonary

: Disease and Depressive Paychosis,

|

'+ Medical record review of the Minimum Data Sat

! dated August 28, 2010, revealed the resident had

. short and long term memory deficit, severely

| impaired decision making skills, required

. extensive assis! for transfers, was

! nonarmbutatory, and was incontinent of bowe! and

1 bladder.

i Qbservation on September 14, 2010, at 10:45
Lam, in the resident's room, revealed CNA #1

| {certified nursing assistant) providing

! incontinence care. Continued observation
‘revealed the CNA #1 removed the wet brief and

" placed a dry brief on the resident without cleaning
. the perineal area.

‘ interview with the CiNA #1 an September 14,
! 2010, at 10:55 a.m., in the hallway, confirmed

A BUILRING
B WWIiNG
445445 09/15/2010
MAME OF PROVIDER DR SUPPLIEK STREET ADDRESS, GITY, ETATE, ZIF CODS
120 PITCOCK LANE
CLAY COUNTY MANOR INC
CELINA, TN 38551
43 1D SUMMARY STATEMENT OF DESICIENCIES D PROVIDER'S PLAN OF CORRECTION fX5)
PRE=. - {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH GORRECTIVE ACTION SHOULD BE CORPLETION
TAG REGULATORY QIR LSC IDENTIFYING INFQRMATION) TAG CROSS-REFERENGED TC' THE APPROPRIATE  ~ DATE
DEFICIENCY) ;
F 215 : Continued From page 6 F 315§ 2. Randem pericare observations |
“who is incontinent of bladder receives appropriate : | were conducted by the f
treatment and services to prevent urinary tract Director of Nursing and |
infactions and o restore as much narmal bladder - . :
Staffing Coordinator on :

: 9/14/10, 9/15/10, and 9/16/10
to observe for additional areag
that may need to be addressed
with proper pericare
procedures.

3. The licensed nurses and the
nursing assistant staff was !

| inserviced on pericare '

i procedures by the Director of

Nursing and/or the Regional
Director of Clinical Services
on 9/14/10 and 9/15/10 and as
well as 9/17/10 and 6/23/10
by the Director of Nursing
and Staffing Coordinator.

4. Pericare observations will be
conducted randomly by the
Staffing Coordinator on
nursing assistants for a total of
ten random observations for
one week to ensure
appropriate incontinence care
is being provided. Then five
random peticare observations
on all three random shifts wil]
be conducted each week for
three months or unti] 100%
compliance is achieved by the
Staffing Coordinator. Random

FORM CMS.2567(02:89) Previpus Verslons Obsoloto Event ID:OJKES
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F 315 Continued From page 7 ‘Faq5'  observations willbe
approprizte incontinence care had not besn COmPICtEd on all cem_ﬁed ;
provided. ;’ nursing assistants during the ;
’ 2010 f= | audit. AJ] results will be i
Dhaervation on September 14 at 3:30 ! I i
) ! - - ) : reported monthly to the
_p.m., in the resident's room, revealad CNA #2 \ . .
" providing incontinence care to the resident. : Q‘lﬂﬂ? Assurance 001?1‘“1“"5 :
Continued observation revealed GNA #2 removed . | comprised of the Medical i
the wet brief, positioned resident on the side, i b Director, Administrator, ;
_performed incontinence care to the buttecks area ' Director of Nursing, Staffing
. using & non rinse solution, positioned the resident Coordinator, Minimum Data
© on the back, and provided incontinence care to C . Social
the front arez, - Set oordmato{,_ ocla
: Services, Activities Director,
Interview with RN #1 (registered nurse) on , Dietary Manager, and
September 14, 2010, at 3:55 p.n., in the hallway, Housskeeping Supsrvisor.
. confirmed CNA #2 did not perform appropriate
" incontinence ¢are, During the interview, RN #1
stated, ",,.are to ciean the least dirty to the most
dirty."
F 323, 483.25(n) FREE OF ACCIDENT Fazg 323 |
58=0 | HAZARDS/SUPERVISION/DEVICES 1. Resident #2 had an immediatﬂ COIEpletion
5 audit of her care plan by the ate
| The fasifty must ensure that the resident Director of Narstc o 09/25/2010
: ) IS 1ee rector of Nursing to ensure
i @nvironment remains as free of actident hazards that sait belt
. @s is possible; and each resident receives gait oell use was Care
| adequate supervision and assistance devices ‘0 planned for her care. Resident
! prevent accidents. # 2 was assessed by a
’ Registered Nurse upon
ineident, 08/10/2010 with no
; adverse outcomes. The
| This REQUIREMENT is not met as evidenced Certified Nursing Assistant is
! by: 1o longer employed by the
Based on medical record review, observation, facility as of 8/10/10,
: and interview the facility failed to prevent a fall for
» one resident {#2) of eighteen residents reviewad.
i

FORNM CME.2567(02-99) Previous Varsions Oheniete Event 10. QJKE
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F 315 Continued Erom page 7

approoriate incontinence care had not been
provided.

- Obgervation on September 14, 2010, at 3:30
p.m., in the resident's room, revealed CNA £2
providing incontinence care to the resident.

. Continued observation revealed CNA #2 removed

' the wat brief, positioned resident on the side.

* perfarmed incontinence care to the buttecks area

' using & non rinse seiution, positionad the resident

' on the back, and provided incontinence care to

the front area.

 Interview with RN #1 (registered nurse) on

: Septernber 14, 2010, at 3155 p.m,, in the hallway, |

_ confirmed CNA #2 did not perform appropriate
* incontinence care. During the interview, RN #1

" stated, "...are to clean the least dirty 1o the most
" dirty.”

F 323 , 4B3.25(h) FREE OF ACCIPENT
55=D : HAZARDSISUPERVISlON!DEVICES

| The facility must ensure that the resident

| environment remains as free of accident hazards .

. 35 IS possible; and each resident receives
i adequata supervision and assistance devices {0
; prevent accidents.

'i
|
!
'.
i

This REQUIREMENT is not met as evidenced
; by
i Based on medical record review, observation,

» and interview the facility fafled to prevent a fall for
; one resident (#2) of eighteen regidents reviewed.

|
i
'
!
‘|
1

F 315:; 5 An andit of all resident care
i plans was conducted by the
Director of Nursing, i
Minimum Data 3¢t oo
i Coordinator, and the Staffing |
Coordinator on 9/ 15/10 to r
assess for problem -
identification and appropriaie
intervention identification.
3. The Minimum Data Set
Coordinator was inserviced

about the care planning

process by the Director of

Nursing on 9/15/10. The

Staffing Coordinator

completed inservices with all

certified nursing assisiants
and Heensed nurses on

F 323 9/15/10, 9/17/10, and 9/23/10 .
regarding policies on gait belt
use.

4, Completed admission,
quarterly, significant chaoge
and annual assessments wil)
be reviewed by the At risk
committee weekly to ensure
that their care plans are
addressing needs of the
resident appropriately. The At

FORM ChiS-25G7{(12-99) Pravious Versions Obsolels
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TAG REGULATORY QR LSC IDENTIFYING INFORMATION) TAG CRO:GS-REFERENCED TO THE APPROFRIATE DATE
PEFICIENCY}
F 323 Continued From page 8 F 323? risk comml'fte_e s compFised
The findings included: + ofthe P%dmlmstrator, Director
of Nursing, Staffing :
' Resident #2 was admitted to the facllity on May i Coordinator, Minimum Data !
iil 1, 2;10;12 01|With gi_a%n?ses;?tcludingfgogrgaestti\rree o - et Coordinator, and
eg giiure, Diapeies, arcare 10or Clu L : 0
Leg, Difficulty in Walking, and Esophageal Refux. Medicare Nurse. 100 % of i
: completed quarterly and |
Medical record review of the Minimum Data Set | ; annual assessments will be i
 dated August7, 2010, ravealed the resident had | i reviewed weekly for four :
e Socion making, reques | | weeks then 25 completeC e 4
i e ! L 1 i |
. extensive assist for transfers and ambulation. . plans montfl‘ﬂy for 3.m°nths . !
; ' | and/or 100% compliance. Gait
' Review of the facility's documentation dated | belt use observations will be
' August 10, 2Q 1HD r;}vea;ed the resid egt sqstair-ed \ conducted randomly by the
i @ non-injury 7all in the: shower reom. gntinued " Staffin inato
* review revealed CNA (certified nursing assistant) Staffing Coordinator on
transferred the resident without using a gait belt. nursing assistants for a total of |
! Interview with the DON (Director of Nursing) on ten random observations for |
 September 15, 2010, at 1:15 p.m., in the DON'S one week to ensure
! office, confirmed the CNA transferred the resid ent appropriate incontinence cate
ll \rnéithoti!t gsigg _ fa_ %ait belt, Conjcir;uett;i interg.’ iew is being provided. Then five
' revealed certified nursing assistants are to use 2 rand :
]! gait belt at all {imes during transfer of the b om gaut belt use
 residents. observations on all three
| random shifts will be
| conducted each week for three
F 431 483,60(b), (), (e) DRUG RECORDS F 431 months of uatil 100% i
| 4B3.60(b), (@), (& . i compliance is achicved '
-0 LABEL/STORE DRU BIOLOGICAL . .
88=D, RE DRUGS & BIOLOBICALS Random observations will be
" The facility must employ or obtain the services of | cornpleted on ali certified
! & licensed pharmagist who establishes a system C
. of records of receipt and disposition of ali
! controlled drugs in sufficient detail to enable 2n
accurate reconciliation; and determines that drug
records are in order and that an account of al ' :
| sontrolled drugs is maintained and neriodically '|
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F 322 Confinued From page B
The findings inciuded:

© " Resident #2 was admitted to the facility on May
14, 2010, with diagroses including Congestive
Heart Faiiure, Diabetes, Aftercare for Fracture of .
Leg, Difficulty in Walking, and Esophagsal Reflux. ,

Medical record review of the Minimum Data Set
dated August 7, 2010, revealed the resident had |
. no deficit with memory, had moedified i
| independence for decision making, required

' extensive assist for transfers and ambulation. |

. Review of the facility's documentation dated

" August 10, 2010, revealed the resident sustained

& non-injury fall in the shower room. Continued
review revealed CNA (certified nursing assistant)

. transferred the resident without using a gait helt.

! interview with the DON {Director of Nursing) on

: September 15, 2010, at 1115 p.m,, in the DON's

| office. confirmed the CNA transferred the resident
without using a gait belt. Continued interview
revealed cerified nursing assistants are to use a

gait belt at al times during transfer of the

residents.

F 421 | 4B3.60(b), (d}, (&) DRUG RECORDS,

88=D | LABEL/STORE DRUGS & BIOLOGICALS
| The facility must employ or obtain the services of
 a licensed pharmacist who establishes a system
. of records of receipt and disposition of all
' controlled drugs in sufficient detail to enadlean
: accurate reconciliation; and determines that drug
* records are in order and that an account of all
| controlied drugs is maintained and periodically

" F323 pursing assistants during the
i audit. Al results will be
+ reported to the Quality
| Assurance commitiee
' comprised of the Medical

Director, Administrator,

| Director of Nursing, Staffing
| Coordinator, Minimum Data
] Set Coordinator, Social
| Services, Activities Director,
. Dietary Manager, and
| Housekeeping Supervisor.

F431
F 431

1. The Aspirin and Kao-tin were
immediately destroyed on
9/14/10 by LPN #1, The LPN
was inserviced on 9/14/10 by
the Director of Nursing on
proper destruction of expired
medications.

Completion
Date
09/25/2010

FORM CM3-2567{12-88} Provious Versians Oisolele Syanl 1T OJKET
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: reconciled.

Drugs and biologicals used in the facllity must be .
jabeled in accordance with currently accepied
' professional principles, and include the
 appropriate accessory and cautionary
"instructions, and the expiration date when
_applicable.

! In accordence with State and Federal laws, the |
| facility must store all drugs and biclogicals in |
locked compartments under proper temperature

! controls, and permit only authorized personnel {o

i have access o the keys.

. The facility must provide separately locked, :
' permanently affixed compartments for storage of

. controlled drugs listed in Schedule 1l of the

. Comprehensive Drug Abuse Prevention and

| Controi Act of 1876 and other drugs subject ta
' abuse, except when the faciity uses single unit
. package drug distribution systems in which the |
| quantity stored is minimal and @ missing dose can
| be readily detected.

This REQUIREMENT is not met a8 evidenced
» by.

Based on observation and interview the facility
failed to ensure all medications provided in one of
: two medication carts available for resident use did’
not have expired use daies,

| The findings included:

Observation with the licensed practical nurse
. (LPN #1), in the 300 hallway, of medications

'lcontained in the "300 hail" medication cart, on |

3. The licensed nurses were

STATEMENT OF DEFIGIENGILE {%%1 PROVIDER/SURRLIERICLIA D2y MULTIPLE CONSTRUCTION (%31 DATE SURVEY
ANE FLAN DF CORRECTION IDENTIEIGATION NUMBER: COMPLETED
A BUILDING
B, WING
445445 09/15/2010
NAME OF PROVIDER OF SUPELIER STREEY ADDRESS, CITY, STATE, ZIF CODE
120 PITCOCK LANE
CLAY NTY MANOR INC
cou ° CELINA, TN 38331
{X4) 1D SUMMARY STATEMENT OF DEFICIENCIES 1 PROVIDER'S PLAN OF CORRECTION 125
PREFIX (EACH DEFICIENGY MUST 9E PRECEDED BY FULL PREFIX {EACH SORRECTIVE ACTION SHOULD BE COMPLETION
TASG REGULATORY CP LSC IBENTIFYING INFORMATION} TAG GROSS-REFERENCED T THE APPROPRIATE DRTE
DEFICIENCY)
F 431 Continued From page 8 F431 2. All medications and medical !

supplies were audited by the
Director of Nursing, ;
Mimimum Data Sel !
Coordinator, Staffing "
Coordinator, and Medicare

Nurse on 9/14/10 to ensure

that all items had appropriate
dates. No residents were ‘
identified as being affected by

this. “

nserviced on 9/21/10,
9/22/10, and 9/23/10
regardin- g procedures for
appropriately dated

medications and medical
supplies by the Director of
Nursing.

4. All medications and medical
supplies will be monitored by
the Director of Nursing daily
for five days to ensure all
medications provided in
medjcation carts available for
resident use does not have
cxpired use dates. The
medications and medical
supplies will then be
monitored by the Medicare
Nurse Supervisor two times
per week for three months or

FORM CRAS-2567[02-99) Pravious Versions Obselolé Even! 1D OJKEN

Frcility 1D: THN1401
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STATEMENT OF DEFICIENGIES (%1 PROVIDER/SUPPLIERICLIA | {h2; MULTIPLE CONSTRLCTION %3] DATE SURVEY
AND FLAR OF CORRECTION IDENTIFICATION NUMBER ! COMPLETED
[A. BLALDING
445445 B e 08/152010
NAlE O FROVIDER OR SUPPLIER STREET ADDRESS, JITY, STATE, ZIF CODE
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(% 16 SUMMARY S1ATEMENT OF DEFIGIENCIES 0 " PROVIDER'S “uak OF CORRECTION {XE)
PREFIY {EACH DEFICIENGY MUST BE PRECFDEL BY FULL PREFIX {EACH CORRECTWE AGTION SHOULD BE SOMPLETION
TAG REGULATORY OR LS IDENTIFYING INFORMATION) TaG . GROSS-REFERENCED TO THE APPROPRIATE DATE
: : DEFICIENCY)

F 431 Continued From page 10 F 431? until 100% compliance is :
September 14, 2010, at 8:30 a.m., révealed the ! achieved. All results will be :
following: 1) & bottle of Aspirin EC {enteric coated | reported monthly to the
aspirin} 300mg, supplied with 100 tablets per Quality Assurance conumittee

* sontainer, had approximately 30 pills remaining . comprised of the Medical ;
with an expiration date of October 2009; and 2; . et . |
, Kao-tin {a medication for diarthea), supplied in an i glrcc tor’ Af%mml.smgtr;ff :
- 8 ounce bottle, had three-fourtns of the fiquid ; Irector of Nursing, ofaling
" medication remaining, and an expiration date of - Coordinator, Minimum Data !
“October 2009. Set Cocrdinator, Social
5 Interview with LPN #4. &t the t ¢ the Services, Activitics Director, !
NV . etlimecr Ty . - i
!. observation, confirmed the two stock medications gmtar{{ Ma'naber, and. E
| had been out of date for the previous eleven OUSEXCeping Supervisor. !
. months. : :
|l

¥ 441! 482,65 INFECTION CONTROL, PREVENT F 441; F441 . Complotion

$8=D | SPREAD, LINENS Py ng

' The facility must establish and maintai !+ LPN #3 was immediately
' The facility must establish and maintain an nserviced ,
_Infection Contro! Program designed to provide a Director o forr; 9;1.3”0 by ﬂ}e
| safe, sanitary and comfortable environment and ector of Nursing regarding
! to help prevent the development and transmission mamtaining Infection Control
| of disease and infection. standards during wound
: (@) nfestion Conlrol P treatrents. The wound for
1 (@) infection Control Program Resident # 7 was
| The facility must estabiish an Infection Control the Dir ass:csse,d by
! inh it ector of Nursing on
; Program under which it - 9113/ .
' (1) investigates, controls, and prevents infections : 13/10 with no adverse

in the facility; affects noted.
: (2) Decides what procedures, such as isolation, 2. Wound treatment observations
'l should be applied fo an ir]dh{idua1 resident, and were conducted by the
| (3) Maintains & record of incidents and corrective -
'| actions related to infections.
 (b) Preventing Spread of Infection
‘I {1} When the infection Control Program
i determines that a rasident neads isolation to
' prevent the spread of infection, the facility must
i

Facility i TN 1401 If continuation shest Page 11 of 14
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STATEWENT OF DEFICIENCGIES %1; PROVIDERISUPPLIZRICLIA

¥ MULTIFLE CON STRUCTION

[1xa: DATE SURVEY

isolate the resident, !

(2} The fagility must prohibit employees with &

communicable disease or infacted skin iesions

from direct contact with residents or theit food, if

direct contact will transmit the disease. i

(3) The facility must require staff to wash their
_hands after each direct resident contact for which -
: hand washing is indizated by accepted
: professionai practice.

(c) Limens |
. Personne! must handle, stare, process and

. transport linens so as to prevent tha spread of
- infectian,

| This REQUIREMENT is not met as evidenced
H b .

; oy

. Based on facility procedure review, observation, |
| and interview the facility falled to ensure infection i
contra! strategies were maintained for one of one
dressing change observed.

| The findings included:

Review of the facility's Basic Infaction Control
Procedure for Wound Care revealed the stated

| purpose was, To prevent cross-contamination

\ among residents as well as between rasidents

L and caregivers.” Review ofthe procedure

| revealed steps 2, 5 and 8 as foliows, "2. Préepare
! clean field with necessary equipment.. 5. Remove ;
' goiled dressing...place in bag...Remove gloves '

! and discard.... Wash hands..."

Observation on September 13, 2010, at1:30 |
* p.m., of licensed practical nurse (LPN #3), |
* revealed the LN preparing supplies outside of |

1 |

| Registered Nuxse on 9/14/10,

. 9/15/10, and 9/16/10 to
observe for additional areas |
that may need to be addressed ;
with proper infection control '
procedures. l

3, The licensed nurses were l
inserviced on 9/21/10,
9/22/10, and 9/23/10 by the

Director of Nutsing regarding
procedures for maintaining
Infection Control standards
during wound treatments.

| 4, Wound treatment observations
will be conducted randomly to
ensure proper infection
control procedures for wound
care are being used. The
Director of Nursing and/or
Staffing Coordinator will be
observing wound treatment on
Licensed Nurses for a tota] of
ten random observations to
include ohservations of every
murse for one week. Then five
rapdom wound treatrment
observations will be
conducted each week for three
months or until 100%

| compliance is achieved by the
! Staffing Coordinator. All
results will be reported

AN BLAN OF CORRECTION IDENTIFICATION NUWBEF, COMPFTED
A, BUILDING
B WING
445445 0915/2010
NAME OF PROVIDER OF SUSPLIER STREET ADDRESS, GITY, 5TATE, 21% CODE
120 PITCOCK LANE
CLAY COUNTY MANOR INC
CELINA, TH 38581
(%43 1D SUMMARY STATEMENT QF DEFIGIENCIES i . FROVIDER'S PLAN OF CORRECTION ) N8
SREFIX {EACH TEFIGIENCY MUST BE FRECEDED 8Y FLILL PREFIX {EACH GORREGTIVE AGTION SHOULO BE . GOMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TR THE ARFROPRIATE DATE
DEFICIENCY)
F 441  Continued From page 11 . "F441, Director of Nursing and a
1
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SUMMARY STATEMENT OF DEFICIENGIES

[ £ LR
PREFIY, {EACH DEFICIENCY MUST BF PREGEDED BY FULL
TAG REGULATGRY OR LSG IDENTIFYING INFORMATION!

PROVIDER'S PLAN OF CORRECTION (s
{EACH CORREGTIVE ACTION SHCULD BE GOMPLETIDN
CROSS-REFERENGED 1C THE APPROFRIATE DATE
DEFICIENGY?

12}
PREFIX%
TAG

F 441 Continued From page 12

Resident #7's ropm for & gressing change. ;
Observation continued and raveaigd the following
breaches in infection contral practices: 1) the LPN
groppad the tube of medication upon entering the |
room, retrigved it from the fioor, and piaced it ‘
back with the other clean supplies; 2} cleansed |
the ulcer with normal saline and removad the fan |
' of & previous dressing (still adhered to the right of
'the wound), and placed these items on the bed, a |
' biohazard bag had not been brought to the room; |
' 3) picked up the tube of medication with the same
* gloves worn to cleanse the uicer, then put down,
* rernoved gioves, and began to don another pair of
. gloves without washing hands. .
|
.i interview at the nursing station, on September 13,
+ 2010, at 2:30 p.m., with the director of nursing
" (who hag entared the room and observed the
gressing change), verified infection control
; procedures had not been maintainad.

i
F 502 483.75()(1) PROVIDE/OBTAIN LABORATORY
88=D ‘ SVC-QUALITYTIMELY i
| The faciiity must provide or obtain lakoratory
_services to meet the needs of its residents. The
| facility is responsible for the guality and timeliress

\ of the services.

l This REQUIREMENT is not met as evidenced

. by

i B};\sed on abservation and intervisw the facility

! failed to ensure one of three types of blood tubes,
| used by the nursing staff when providing

' |laboratory services and available to resident use,
- were within the expiration date.

monthly o the Quality
Asgsurance committee
comprised of the Medical
Director, Adminisiraior, ;
Director of Nursing, Staffing !
Coordinator, Mimimmm Data
Set Coordinator, Social :

" Services, Activities Director, !
Dictary Manager, and 1
Housekeeping Supervisor. |

F 5 02 Completion

Date
9/25/2010

" F 44t

1. The lab tubes were
immediately destroyed by
LPN #4 on 9/14/10. LPN #4
was immediately inserviced
on checking expired tubes by
the Director of Nursing on
0/14/10,

2. All medications and medical
supplies werc audited by the
Director of Nursing,
Minimum Data Set
Coordinator, Staffing
Coordinator, and Medicare
Nurse ont 9/14/10 to ensure
that all itcrs had appropriate
dates.

3. The licensed nmursing staff was
inserviced by the Director of
Nursing on 9/21/10, 9/22/10,
and 9/23/10 regarding

: procedures for appropriately

! dated medications and

F 502

FDORM CMS.2567(12-08) Previsus Versions Obsolale Even! {D: OJKET
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F 502 Continued From page 13

"The findings included:

Ohservation on Saptember 13, 2010, at 10:30

 tubes used by the stafi when drawing blood
' samples, revealad the "blue top" tubes had an
’l expiration date of August 29, 2010.

|
i

! were outdated.

a.m.. with ihe licensed practical nurse (LPN #4),
in the medication room, of the three types of 1ab

: During interview, at the time of the observation, |
| |PN #4 stated, "We go fo the hospital and get the

lab supplies to use..." interview confirmed one of
' the three types of blood tubes used by the facility

" F 502,
. medical supplics.

i 4, All medications and medical
supplies will be monitored by

the Director of Nursing daily

for five days to ensure all lab

blood tubes used by the !

nursing staff when providing

avai)able to resident use, were i
within the expiration date.
The medications and medical
supplies will then be
monitored by the Medicare
Nurse Supervisor two times
per week for three months or
until 100% compliance is
achjeved. All results will be
reported monthly to the
Quality Assurance commitiee
comprised of the Medical
Director, Administrator,
Director of Nursing, Staffing
Coordinator, Minimum Data
Set Coordinator, Social
Services, Activities Director,
Diectary Manager, and |,
Housekeeping Supetvisor.

i
1

laboratory services and -
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